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Abstract
Introduction and hypothesis The objective was to review the long-term prevalence of pelvic organ prolapse (POP) after
laparoscopic hysterectomy (LH) compared with vaginal hysterectomy (VH).
Methods An observational cohort study was conducted amongst women who underwent an LH or a VH for benign indications
during the period 1996–2004: the POP-UP study. The prevalence of POPwas inventoried by a questionnaire involving the Pelvic
Floor Distress Inventory (PFDI-20) and a pelvic floor examination (POP-Q). Women were divided into groups based on route
and indication of hysterectomy: LH, VH-1 (for nonprolapse), and VH-2 (prolapse).
Results Four hundred and six of the 706 eligible patients (58%) returned the questionnaire and 247 underwent POP-Q exami-
nation. Sixty-eight patients (17%) received treatment for prolapse; 8% LH, 10% VH-1, and 29% VH-2 (Chi-squared test,
p < 0.001). The prevalence of vaginal vault prolapse (apical surgery or ≥ stage 2 at POP-Q) was 4.4% for LH and 5.8% for
VH-1 (p = 0.707); and 23% for VH-2 (VH-2 versus others, p < 0.0001). The prevalence of prolapse ≥ stage 2 in any compartment
was 62% (n = 153) in total and in 42% of the LH group, 51% of the VH-1 group, and 84% of the VH-2 group (Chi-squared test,
p < 0.001). A symptomatic POP (anatomical POP ≥ stage 2 with bulging) was present in 11% of the population.
Conclusions No difference was found in the prevalence of POP between LH and VH for nonprolapse indications. However, POP
after VH for prolapse occurs more frequently than after hysterectomy for other indications.
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Introduction

Pelvic organ prolapse (POP) is a common condition that can
cause serious discomfort and is often associated with feelings
of uncertainty and shame [1]. Of women aged 45 years or

older, 38.5% has an anatomical POP that may require surgical
repair [2, 3]. A life-time risk for POP surgery of 11–20% was
described in epidemiological studies, with an increasing soci-
etal burden due to a recurrence rate of 29% and an aging
population [2, 4–6]. It is clear that the risk for POP should
be minimized where possible.

Hysterectomy is a proven risk factor for POP, and also one
of the top ten most common surgeries performed amongst
women. Several studies confirm the relationship between vag-
inal hysterectomy (VH) and POP surgery, mostly occurring
within 2–5 years after the hysterectomy [7, 8]. The median
time interval from hysterectomy—of any kind—and POP sur-
gery is 6.2 to 13.7 years in literature [7–10]. The hazard ratio
was highest after VH with POP as indication [3, 9, 11, 12].
Uterine descent is necessary in order to perform VH and the
surgery itself is hypothesized to contribute to pelvic floor
weakness [8, 11]. Abdominal hysterectomy (AH) was also
positively related to POP surgery, owing to inevitable damage
of the supportive tissues [7, 8].
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Laparoscopic surgery has gained popularity over time be-
cause of the advantage of favorable peri- and postoperative
outcome compared with abdominal surgery [13–16]. The
uterosacral ligaments are of major importance for the level
one pelvic organ support [17], but it is unclear how the liga-
ments are affected by the laparoscopic hysterectomy.
Hypothetically, the uterosacral ligaments are damaged less
during laparoscopy than during the open abdominal and vag-
inal approaches. Whether this leads to a different prevalence
of POP later in life is as yet unexplored.

Most epidemiological studies use POP surgery as outcome
measure. Data of women with asymptomatic POP, symptom-
atic women who do not seek help, and women with conserva-
tively treated POP are scarce. The true POP incidence may
therefore be underestimated.

The objective of this study is to compare the prevalence of
anatomical and symptomatic POP after laparoscopic com-
pared with vaginal hysterectomy.

Materials and methods

In 2017, a questionnaire and invitation for a vaginal examina-
tion were sent to women who underwent either laparoscopic
or vaginal hysterectomy in a single-center teaching hospital
during the period 1996 to 2004. The timeframe is based on the
upper limit of the median time interval between hysterectomy
and POP surgery found in the literature, going backward from
there as far as possible to 1996 in order to secure an adequate
follow-up period.

The research protocol was approved by the Medical
Research Ethics Committee of the Máxima Medical Center
(24th February 2017, NL60096.015.16). The study is regis-
tered in the Dutch Trial Registry: Trial NL5967 (NTR6333).
All participants signed informed consent before inclusion.
This study was developed and described in accordance with
the strengthening the reporting of observational studies in ep-
idemiology (STROBE) guidelines [18]. We named our study
by the acronym the “POP-UP” study.

To identify eligible women, the surgical registry of the
hospital was digitally accessed and a list of all hysterectomies
(vaginal, laparoscopic, supracervical, and abdominal) per-
formed between 1999 and 2004 was obtained. From this list,
patients with vaginal and laparoscopic hysterectomy were se-
lected. For the period 1996–1999, such a list was not avail-
able. Therefore, a list of all gynecological procedures was
obtained and screened for vaginal and laparoscopic
hysterectomies.

The laparoscopic hysterectomy was performed by two dif-
ferent gynecologists and the vaginal hysterectomy by four
gynecologists. In both the vaginal and laparoscopic hysterec-
tomies the vaginal vault was attached to the uterosacral liga-
ments with absorbable sutures. During laparoscopy, the

vaginawas opened cranially to the uterosacral ligaments, leav-
ing the tissue where the ligaments come together intact.

Women were included if the hysterectomy was performed
for a benign indication. Women were excluded if the cervix
was left in place and if the hysterectomy was performed for
malignant disease. Finally, womenwho were deceased or who
were over 80 years old at the time of study participation were
excluded, as the journey to the hospital for gynecological ex-
amination was considered too high a burden for women in this
age group.

The primary outcome of this study is the prevalence of
vaginal vault prolapse, which is defined as the total number
of women who had POP surgery for vaginal vault prolapse
after hysterectomy plus the women with anatomical POP of
the apical compartment ≥ stage 2 found at gynecological ex-
amination. The secondary outcomes were defined as: the pres-
ence of prolapse ≥ stage 2 in other compartments, symptom-
atic POP (defined as bulging plus any ≥ stage 2 prolapse),
pelvic floor symptoms and treatment for POP after hysterec-
tomy. We will also present a commonly used composite out-
come, based on the Barber criteria of success [19]: 1. prolapse
beyond the hymen, or 2. bulging, or 3. a history of POP
surgery.

Pelvic floor symptoms were inventoried by the Pelvic
Floor Distress Inventory (PFDI-20), validated in Dutch [20],
which can be divided into three subcategories: Pelvic Organ
Prolapse Distress Inventory (POPDI-6), Colorectal-Anal
Distress Inventory (CRADI-8), and Urinary Distress
Inventory (UDI-6). The score quantifies complaints and both-
er over the past 3 months. A prolapse was called symptomatic
if mild, moderate, or severe bulging was present.

Risk factors for POP such as age, BMI, profession and
obstetric history [1, 8, 9, 11, 21] were part of the survey and
analyzed as well. The patient charts (on paper or digital) of all
participants were reviewed for type of hysterectomy, indica-
tion for hysterectomy, concomitant procedures (such as pro-
lapse repairs) at hysterectomy and POP surgery (year, com-
partment of POP and type of procedure) in the follow-up time
in order to reduce recall bias.

After 1 month, a reminder was sent to the nonresponders,
who were contacted by phone to ask them to participate. If
women decided not to participate, a short telephone interview
was attempted in order to estimate response bias. Information
gathered by phone included a history of prolapse treatment,
micturition/defecation complaints, and vaginal bulging, as this
is considered the most sensitive question for detecting a POP
[22]. Women were lost to follow-up if the contact details ap-
peared to be inaccurate (survey received “return to sender”
and/or a disconnected telephone number).

The presence of POP was examined at the outpatient clinic
by physicians authorized to perform the standardized Pelvic
Organ Prolapse Quantification (POP-Q) [23]. The examiner
was blinded to the type of hysterectomy, indication for
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hysterectomy, and other gynecological history. A prolapse of
POP-Q stage 2 or higher (≥ −1 cm toward the hymen) was
defined as an anatomical prolapse.

For accurate analysis, the women were divided into three
groups. Women with a laparoscopic hysterectomy (LH),
women with a vaginal hysterectomy for all benign indications
except prolapse (VH-1), and women who were treated for
POP by vaginal hysterectomy (VH-2). In this hospital laparo-
scopic hysterectomy was never performed for POP.

The data obtained from the surveys was entered manually
into an SPSS database. To minimalize human error, the data-
base was completely checked by a second person. Data anal-
ysis was performed using SPSS 22.0 (SPSS, Chicago, IL,
USA). For continuous variables, results are expressed as me-
dian and range, and significance calculated using the indepen-
dent t test. In the case of ordinal variables, proportions were
calculated and the Chi-squared test was performed, or a
Fisher’s exact test in the case of counts <5. A p value <0.05
was considered statistically significant. Confounding vari-
ables were identified amongst risk factors such as age, BMI,
and obstetric history, and a univariate logistic regression anal-
ysis was performed to correct for these variables.

Results

Population

From our hospital inpatient enquiry system we identified
1,050 women with a VH or LH for benign indications during
the period 1996–2004. Eighty-two women were deceased and
262 women were over 80 years old and therefore excluded.
The remaining 706 women were eligible, of whom 406 (58%)
responded to the questionnaire by mail and 247 (35%) gave
consent to POP-Q examination (Fig. 1). One hundred and one
women were lost to follow-up. Eighty-three women did not
respond to the invitation by post, but 42 of these women
consented to answer the short telephone interview.

The LH group consisted of 154 women who filled out the
questionnaire and 90 of them also agreed to be examined for
POP. For the VH-1 group this was 94 and 51 women respec-
tively, and for the VH-2 group this was 158 and 106 women
respectively.

Of the 42 women who consented to the short telephone
interview, 16 (38%) did have current symptoms or previous
treatment for prolapse in the past and 26 (62%) had no symp-
toms and no history of prolapse treatment.

Figure 1 shows the population enrollment.

Baseline characteristics

The baseline characteristics of the POP-Q population (all
women who attended our outpatient clinic for POP-Q

examination, N = 247) are presented in Table 1. Parity was
the only statistically significant difference at baseline between
the LH and VH-1 group (p = 0.020). VH-2 women were sta-
tistically significantly older (p < 0.001), had undergone more
vaginal deliveries (p < 0.001), but fewer vaginally assisted
deliveries (p = 0.030) than the LH/VH-1 group. Concomitant
POP surgery at the time of hysterectomy occurred in almost all
women of the VH-2 group and is therefore a significantly
different baseline characteristic. All procedures were native
tissue repairs; the particular compartments reconstructed are
shown in Table 1.

Results of the questionnaire

In total, 406 women responded the questionnaire, of which
154 (38%) were in the LH group, 94 (23%) were in the VH-
1 group, and 158 (39%) were in the VH-2 group.

PFDI-20 results

No statistically significant difference in overall pelvic floor
complaints was found between LH and VH-1 (p = 0.884),
but in comparison women in the VH-2 group perceived more
pelvic floor symptoms (p = 0.013). A graphic overview is
shown in Fig. 2.

Analyzing the three subcategories separately, the median
score of the POPDI-6 was 0, 4, and 8 points for LH, VH-1,
and VH-2 respectively, which was significantly different for
VH-2 versus others (p = 0.005), but not for LH versus VH-1
(p = 0.532). The median scores of the CRADI-8 showed no
significant differences between groups (VH-2 versus others,
p = 0.076, and LH versus VH-1, p = 0.992). The median score
of the UDI-6 was the same in all groups (LH, VH-1, and VH-
2; Fig. 2).

Analysis of the PFDI-20 question about bulging “Do you
usually have a bulge or something falling out that you can see
or feel in your vaginal area?” showedmild, moderate or severe
symptoms in 40 women (10%), of whom 9 were in the LH
group (6%), 8 were in the VH-1 group (9%), and 23 women
were in the VH-2 group (15%). Women in the VH-2 group
report more bulging complaints than the others (p = 0.011).
No difference was found between the LH and VH-1 groups.

Prolapse treatment

According to the questionnaires (N = 406), 66 women (16%)
were treated for prolapse following hysterectomy, either con-
servatively or surgically: in the LH group 9% (n = 14), VH-1
group 10% (n = 9), and VH-2 group 27% (n = 43), which was
significantly more frequent for VH-2 versus LH and VH-1
(p < 0.0001). The median interval from hysterectomy to first
prolapse treatment during the follow-up period was 10 years,
with an interquartile range (IQR) of 6–14 years. The median
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interval from hysterectomy to prolapse surgery was 11 years,
with an IQR of 8–14 years.

Fifteen (4%) women received only conservative therapy
for their prolapse (pessary or physical therapy). The remaining
51 women (13%) were treated surgically: 10 women from the
LH group (7%), 6 from the VH-1 group (6%), and 35 from the

VH-2 group (22%). In Table 2 an overview of the procedures
performed is displayed. Five women (1%) needed multiple
surgeries for prolapse: 1 VH-1 participant underwent anterior
colporrhaphy and 4 VH-2 women underwent surgery; 2 ante-
rior colporrhaphy procedures, 1 sacrocolpopexy procedure,
and 1 posterior mesh.

Fig. 1 Study design and population. LH laparoscopic hysterectomy, POP-Q Pelvic Organ Prolapse Quantification, VH vaginal hysterectomy
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Results of the POP-Q examination

Two-hundred forty-seven women attended the POP-Q
examination, of whom 90 were in the LH group (36%),
51 were in the VH-1 group (21%), and 106 were in the
VH-2 group (43%). The median time interval between
hysterectomy and POP-Q was 16 years, ranging from

13 to 21 years. Table 3 shows an overview of the im-
portant outcome variables of this group.

In the VH-2 group, all types of POP occurred significantly
more often than in the combined LH/VH-1 group. No signif-
icant differences were found between the LH women and the
VH-1 women at any level. Eighty-four percent of the VH-2
women (n = 89) had a ≥ stage 2 prolapse in at least one

Table 1 Baseline characteristics of the pelvic organ prolapse quantification (POP-Q) population

LH (n = 90) VH-1 (n = 51) VH-2 (n = 106) LH vs VH-1
p value*

VH-2 vs other
p value*

Age, median and range (years) 62 (47–77) 61 (48–70) 68 (45–80) 0.262 < 0.001

Body mass index, median and range 25 (19–45) 26 (19–40) 26 (19–40) 0.860 0.669

Parity, n (%)

No vaginal delivery 24 (27) 1 (2) 1 (1) 0.020 < 0.001
1 vaginal delivery 10 (11) 8 (16) 11 (10)

2+ vaginal deliveries 56 (62) 42 (82) 94 (89)

Concomitant POP surgery during hysterectomy 3 (3) 1 (2) 97 (92) 0.637 < 0.001

Combined anterior and posterior wall repair 0 0 76 (72)

Anterior wall repair 0 1 (2) 17 (16)

Posterior wall repair 3 (3) 0 4 (4)

Assisted vaginal delivery, n (%) 14 (16) 8 (16) 7 (7) 0.984 0.030

Vacuum 8 (9) 2 (4) 5 (5)

Forceps 6 (7) 6 (12) 2 (2)

Children with birth weight > 4,000 g, n (%) 16 (18) 12 (24) 31 (29) 0.412 0.087

Physically demanding profession1, n (%) 3 (3) 5 (10) 5 (5) 0.138 0.964

LH laparoscopic hysterectomy, VH vaginal hysterectomy

*Chi-squared test
a Profession was categorized as physically demanding to the best judgment of the data analyst (e.g., nurse scored “physically demanding” and
administrative worker scored as “not physically demanding”)

Fig. 2 Median scores of the
Pelvic Floor Distress Inventory
(PFDI) questionnaire per patient
group (n = 406). The PFDI score
is the total of the Pelvic Organ
Prolapse Distress Inventory
(POPDI) score (bulging),
Colorectal-Anal Distress
Inventory (CRADI) score (defe-
cation), and Urinary Distress
Inventory (UDI) score (micturi-
tion). LH laparoscopic hysterec-
tomy, VH vaginal hysterectomy
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Table 2 An overview of
procedures performed for
prolapse after hysterectomy (N =
406)

Procedures LH

(n = 154)

VH-1

(n = 98)

VH-2

(n = 158)

Percentage

Anterior colporrhaphy 2 3 7 23.5

Posterior colporrhaphy 4 1 3 15.7

Anterior and posterior colporrhaphy 3 2 1 11.8

Sacrospinous fixation 0 0 8 15.7

Sacrospinous fixation and anterior colporrhaphy 1 0 0 2.0

Sacrospinous fixation and posterior colporrhaphy 0 0 2 3.9

Laparoscopic sacrocolpopexy 0 0 6 11.8

Abdominal sacrocolpopexy 0 0 3 5.9

Vaginal mesh surgerya (3 posterior, 1 anterior, and 1
intravaginal sling)

0 0 5 9.8

Total 10 6 35 100.0

Recurrent procedures are not displayed in this table

LH laparoscopic hysterectomy, VH vaginal hysterectomy
aOne posterior mesh procedure and the intravaginal sling were performed for vaginal vault prolapse

Table 3 Outcome Pelvic Organ Prolapse Quantification (POP-Q) examination and questionnaire

Outcome Total, N = 247 (%) LH, n = 90 (%) VH-1, n = 51 (%) VH-2, n = 106 (%) p value

LH vs VH-1 VH-2 vs others

POP-Q ≥ stage 2
Vaginal vault 19 (8) 3 (3) 3 (6) 13 (12) 0.668 * 0.036

Anterior 112 (45) 24 (27) 17 (33) 71 (67) 0.519 <0.0001

Posterior 71 (29) 20 (22) 13 (25) 38 (36) 0.815 0.046

Any compartment 153 (62) 38 (42) 26 (51) 89 (84) 0.408 <0.0001

Prolapse beyond hymen

Vaginal vault 12 (5) 2 (2) 1 (2) 9 (8) 1.00 * 0.033*

Anterior 29 (12) 4 (4) 6 (12) 19 (18) 0.169 * 0.015

Posterior 14 (6) 3 (3) 1 (2) 10 (9) 1.00 * 0.048*

Any compartment 37 (15) 6 (7) 6 (12) 25 (24) 0.466 0.002

Point C median (IQR) −5 (−6 to −4) −5 (−7 to −4) −5 (−6 to −4) −4 (−5 to −3) 0.421 † <0.0001**

POP surgery in follow-up time

Vaginal vault 13 (5) 1 (1) 0 (0) 12 (11) 1.000 * <0.0001*

Anterior 13 (5) 4 (4) 2 (4) 7 (7) 1.000 * 0.596

Posterior 11 (4) 5 (6) 1 (2) 5 (5) 0.418 * 1.000*

Any POP surgery 31 (13) 6 (7) 3 (6) 22 (21) 1.000 * 0.001

Bulging symptom, mild, moderate, or
severe

32 (13) 8 (9) 5 (10) 19 (18) 1.00 0.068

Symptomatic prolapse, any ≥ stage 2
POP with bulging symptom

27 (11) 5 (6) 4 (8) 18 (17) 0.723* 0.015

Composite outcome, prolapse > hymen
or bulging or POP surgery [19]

74 (30) 14 (16) 12 (24) 48 (45) 0.344 <0.0001

Overall PFDI score, median
(interquartile range)

37 (17–69) 30 (10–59) 36 (15–60) 46 (23–77) 0.731 † 0.063**

LH laparoscopic hysterectomy, VH vaginal hysterectomy

*Fisher’s exact test was used to calculate significance instead of Chi-squared test

**Independent t samples test was used
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compartment, versus 42% of the LHwomen (n = 38) and 51%
of the VH-1 (n = 26) women (p < 0.001).

Combining questionnaire with POP-Q results

In the total POP-Q population, 27 women (11%) had a symp-
tomatic prolapse (defined as bulging plus any ≥ stage 2 pro-
lapse) post-hysterectomy after a median follow-up of 16 years.
The results per group are displayed in Table 3.

Thirty percent of our population (n = 74) fulfilled the com-
posite outcome (Barber criteria: prolapse beyond the hymen,
and/or bulging, and/or a history of POP surgery): 16% of the
LH group (n = 14), 24% of the VH-1 group (n = 12), and 45%
of the VH-2 group, n = 48 (p < 0.0001; Table 3).

Anatomical vaginal vault prolapse ≥ stage 2 was found in
19 women (8%), with or without symptoms. Combining this
with women who underwent surgery for apical compartment
prolapse in the follow-up period, 31 women in total had a
vaginal vault prolapse after hysterectomy; 4.4% (n = 4) in
the LH group, 5.8% of the VH-1 group (n = 3), and 23% in
the VH-2 group (n = 24). The prevalence of vaginal vault pro-
lapse in our POP-Q population is 13%. An overview per sub-
group is presented in Table 4.

Univariate logistic regression

When analyzing the effect of confounding factors such as age,
BMI, and obstetric history, we found no changes in outcome.
Using univariate analysis of variance for age and parity (the
two variables that were unequal at baseline), the VH-2 as an
independent factor still correlated significantly with the pres-
ence of a prolapse (F-value = 25.1 with p < 0.0001).

Indication of response bias

Of the women who attended the POP-Q examination, 32 ex-
perienced bulging (13%). This was only 5% (n = 8 out of 159)
for women who filled out the questionnaire but did not attend

the POP-Q examination. Of the nonresponders who
responded to the telephone interview, 14% experienced bulg-
ing symptoms (n = 6 out of 42).

Discussion

Main findings

In conclusion, the prevalence of symptomatic prolapse (any ≥
stage 2 POP with bulging symptom) 16 years after hysterec-
tomywas 11% in our study population. Vaginal vault prolapse
occurred in 13% of the women after hysterectomy: 4.4% after
LH, 5.8% after VH-1, and 23% after VH-2. No difference was
found in the prevalence of POP between LH and VH for
benign indications other than prolapse. POP after VH for pro-
lapse occurs more frequent than after hysterectomy for other
benign indications.

Forty-two percent of the LH women had a POP, but only
13% of these women experienced bulging symptoms. These
numbers were not statistically significantly different than
women with VH performed for nonprolapse indications.
However, of those who underwent VH for prolapse, 84%
presented with POP at this point in time, with nearly 20%
having symptomatic POP, which emphasizes the statement
that prolapse is a chronic condition [9, 24].

The most important finding of our study is the similarity of
the prevalence of POP in the LH group and the VH-1 group.
LH and VH-1 have not been compared before, but a compar-
ison between VH for indications other than prolapse and ab-
dominal hysterectomy showed that VH was associated with a
higher risk of POP [11]. The main explanation for this differ-
ence was the preoperative descent and space needed to per-
form VH, assuming a pre-stage of POP in VH patients [8]. As
the laparoscopic approach hypothetically seems less traumatic
to the uterosacral ligaments than abdominal hysterectomy, we
expected to find a larger difference between LH and VH-1.
This was not the case, suggesting that the risk of prolapse

Table 4 Overview of the prevalence of vaginal vault prolapse

Population Variables LH VH-1 VH-2 Total p value

LH vs VH-1 VH-2 vs others

POP-Q population (n = 247) Surgery for vaginal vault prolapse 1 0 12 13

Point C ≥ −1 at POP-Q 3 3 13 19

Total (%) 4/90 (4.4) 3/51 (5.8) 24a/106 (23) 31a (13) 0.707 <0.001

Only questionnaire (n = 159) Surgery for vaginal vault prolapse 0 0 9 9

Total population (N = 406) Total (%) 4/154 (2.6) 3/94 (3.2) 33a/158 (21) 40a (10) 0.785 <0.001

LH laparoscopic hysterectomy, VH vaginal hysterectomy
aOne person had a recurrent vault prolapse after apical surgery
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might not be dependent on the route of hysterectomy. This
reiterates the position of VH as the first-choice treatment for
benign disease. Thus, the risk for prolapse is not dependent on
the route of hysterectomy, but the indication of prolapse for
hysterectomy is a major risk factor for recurrence.

Interpretation

In our literature search, we found one publication [25] show-
ing data of anatomical POP 8 years after laparoscopy-assisted
vaginal hysterectomy (LAVH). The frequency of vaginal
vault prolapse ≥ stage 2 was low and only slightly different
than our study (Shen 1.3% versus our results 3%). The follow-
up time of our study was twice as long, which may explain the
difference. No data were presented regarding treatment for
prolapse or POP symptoms.

Our POP surgery rate in the LH group (7%) was quite
similar to a study by Müller et al. [14], who studied the fre-
quency of POP surgery after different types of hysterectomy
by questionnaire (follow-up 6 months to 6 years). Following
LAVH or LH (n = 117), 11 patients (9.4%) needed POP sur-
gery, which seems high considering the short follow-up
period.

Vault prolapse after VH for prolapse occurred in 23% of
our study population, which is much higher than the previous-
ly reported 11.6% by Marchionni et al. [26]. The difference is
likely due to the following; the prevalence of vaginal vault
prolapse at POP-Q was very similar, but in our study the
number of surgeries performed for vaginal vault prolapse
was much higher than in Marchionni et al. This may be due
to more awareness of pelvic symptoms and an increase in
knowledge amongst women about available treatment options
compared with 20 years ago. Another contributing factor
could be our current knowledge about the importance of the
repair of level 1 support at POP surgery, therefore increasing
the amount of apical procedures. The high prevalence of vault
prolapse after VH-2 supports the statement that hysterectomy
without additional surgery should not be considered the first-
choice treatment for level 1 prolapse [27].

The overall prolapse surgery rate after hysterectomy for
benign indications was 12% according to Lykke et al. [7],
which is confirmed by our own rate of 13%.

Previous research described most patients undergoing pro-
lapse surgery within the first 5 years after hysterectomy [8];
however, we did not observe this finding: the median interval
from hysterectomy to prolapse surgery was 11 years, with an
IQR of 8–14 years. Perhaps this is due to the longer follow-up
period in our study or the difference in study design: national
registry data versus volunteer participation. The increasing
prevalence over time seems logical, as age is also an indepen-
dent risk factor for POP.

It is important to address the low symptom rate of women
with prolapse. Only 32 women experience bothersome

bulging symptoms, out of 153 women with a ≥ stage 2 pro-
lapse. When interpreting these data it is important to keep in
mind that this is a noncare-seeking cohort. Nevertheless, it
would be interesting to follow up on this group and see if
symptoms develop over time. It is also worth debating wheth-
er bulging is the only relevant symptom that should be taken
into account in the definition of “symptomatic prolapse,” as
the total PFDI scores were much higher. In the study by Tan
et al. [22], 77% of women with ≥ stage 2 POP reported bulg-
ing, versus 21% in our population. This is likely due to the
difference in setting. Nevertheless, women with prolapse who
do not experience bulging, do report significant bother at other
PFDI items. It would be interesting to investigate if the current
definition of symptomatic prolapse is accurate enough.

Strengths and limitations

This study shows new data on long-term prolapse after differ-
ent approaches to and indications for hysterectomy using both
a symptom inventory and a POP-Q examination. One of the
strengths of this study is that we studied the long-term natural
progression of a post-hysterectomy population; therefore, this
study gives a realistic image of this patient group. The long
follow-up time with high response rate is unique in this area of
research. Possible confounders such as obstetric history and
age were analyzed and did not influence outcome. Recall bias
was minimized by cross-referencing information provided by
the participants with their hospital charts.

This study is not without limitations. We attempted to
provide an estimation of response bias; however, the in-
formation we gathered by phone (pelvic floor complaints
and prolapse history) was not sufficient for a good com-
parison of the responders and nonresponders: the re-
sponse bias is also affected by confounding factors,
which we did not investigate in this group. Owing to
our choice of a long follow-up period, loss to follow-
up is inevitable and thus our study is subject to follow-
up bias. A limitation is the lack of POP-Q data pre-hys-
terectomy, and therefore not being able to analyze pre-
existent uterine descent, especially in the VH-1 group.
These factors need to be kept in mind when interpreting
our results.

The size of the study population was reliant on the response
of the cohort; thus, a sample size calculation was not per-
formed. The population size was small, but we were able to
show a very clear difference between VH-2 and the others.
The lack of difference between LH and VH-1 makes us won-
der if this is due to the small population. However, given the
equal prevalence of POP for the VH-1 and LH group, and a
significantly higher parity in the VH-1 group, we believe that
a significant difference in POP in a larger cohort would come
from this confounding factor rather than the intervention.
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Conclusion

Our research contributes to epidemiology regarding post-
hysterectomy prolapse and pelvic floor symptoms. For clini-
cians, this study may improve the counseling of patients un-
dergoing hysterectomy for benign disease regarding their risk
of prolapse in the long-term future. In particular, women
opting for hysterectomy because of POP should be counseled
that the recurrence rate is very high, but the symptom rate is
low, and only 21% of them needs additional surgery during
the 16 years following the index surgery. Post-hysterectomy
patients should ideally be counseled about preventive options
such as lifestyle interventions or pelvic floor training.
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